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G 000 INITIAL COMMENTS G 000

 This was a federal home health complaint 

investigation.  

Complaint # IN 00123329 -  Substantiated: No 

deficiencies related to the allegation are cited.  

Unrelated deficiencies are cited.

Survey Date: February 27, 2013 

Facility #:  011757 

Medicaid Vendor #: 200913590  

Surveyors:  Susan Sparks, RN, Public Health 

Nurse Surveyor, Team Leader

Bridget Boston, RN, PHNS, Team Member

Quality Review: Joyce Elder, MSN, BSN, RN

March 5, 2013

This survey was modified as the result of an IDR 

3/20/13. je

 

G 229 484.36(d)(2) SUPERVISION

The registered nurse (or another professional 

described in paragraph (d)(1) of this section) 

must make an on-site visit to the patient's home 

no less frequently than every 2 weeks.

This STANDARD  is not met as evidenced by:

G 229 3/8/13

 Based on clinical record review, policy review, 

and interview, the agency failed to ensure the 

Home Health Aide (HHA) supervisory visits were 

conducted every 14 days  for 2 of 6 clinical 

records reviewed of patients receiving HHA and 
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G 229 Continued From page 1 G 229

Skilled Nursing (SN) services with the potential to 

affect all the agency's patients receiving both 

services. (# 5 and 6)

Findings include:

1.  Clinical record 5, start of care (SOC) 10/27/12, 

contained a plan of care for the certification 

period 12/26/12 to 2/23/13 with orders for HHA 2 

times a week times 8 weeks, 1 time a week times 

1 week and a SN 1 times a week for 9 weeks.  

The clinical record failed to evidence a 

supervisory visit between 12/26/12 to 1/15/13, a 

time frame of 25 days.  

2.  Clinical record #6, start of care 10/1/12, 

contained a plan of care for the certification 

periods 11/30/12 through 1/28/13 and 1/19/13 

through 3/29/13 with orders for HHA and SN daily 

for 60 days.  The SN services were discontinued 

2/1/13.  Home health aide supervisory visits were 

conducted on 12/18/12 and not again until 

1/28/13 and not again until 2/15/13.  

On 2/27/13 at 5:34 PM, employee E indicated 

there were no other supervisory visits recorded 

between the dates of 12/18/12 and 1/28/13 and 

1/28/13 and 2/15/13.

3.  The agency's undated policy titled "Home 

Health Aide Supervision" policy # C-340 states, 

"When skilled services are being provided to a 

patient, a registered nurse / therapist must make 

a supervisory visit to the patient's residence at 

least every two (2) weeks  ...  to assess 

relationships and determine if goals are being 

met."
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